Health is an indispensable but scarce good, and health disparities characterize our world today. Inequalities within populations and countries depend on human diversity and social arrangements. These inequalities become inequities when, because of diversity, whether physical, racial, or class, people suffer discrimination, marginalization, and stigma, and they lack availability and access to what is essential for individual and social thriving.[1](#n1){ref-type="fn"} In the case of health, society tolerates inequalities, but people of goodwill should not accept inequities because they threaten individual and collective health, well-being, and flourishing. Hence, to address inequitable health differences, healthcare practitioners strive to promote greater health equity.

This vision guides healthcare practice and its commitment to care for people in need. However, how do we promote health globally and locally by addressing the health needs of countries, populations, and communities with limited health resources and scarce health infrastructures? In the Global North, we feel the responsibility of helping those who are less advantaged in the Global South, by sharing with them our healthcare expertise (e.g., surgical procedures performed *in loco*) and part of our resources (from drugs to diagnostic and therapeutic equipment). The health needs of so many people are so great and urgent that no matter what we will do and provide will be beneficial---even if it will require bending a few laws or avoiding following legal and healthcare standard procedures both in our own countries and in the receiving countries. At least, this is how things go in many healthcare missions in low-resourced countries.

Virginia Rowthorn et al. rightly tell us that this reasoning, despite being animated by the desire to help, is both flawed and dangerous. A double standard cannot inform our healthcare practice. While in the Global North we rightly uphold demanding and necessary ethical standards and carefully follow legal requirements and procedures, we cannot be careless in violating them in the Global South, in the name of the local lack of healthcare resources, infrastructures, and delivery systems.

In 1997, Marcia Angell, at that time executive editor of the *New England Journal of Medicine*, sounded her ethical alarm on the ethical double standards in clinical trials. As in the case of the infamous Tuskegee study of untreated syphilis, which spanned from 1932 to 1972, "the ethics of ongoing trials in the Third World of regimens to prevent the vertical transmission of human immunodeficiency virus (HIV) infection" raised her concerns.[2](#n2){ref-type="fn"} Studying zidovudine, "All except one of the trials employ placebo-treated control groups, despite the fact that zidovudine has already been clearly shown to cut the rate of vertical transmission greatly and is now recommended in the United States for all HIV-infected pregnant women."[3](#n3){ref-type="fn"} The rationale to choose placebo-treated control groups was disturbing: "Women in the Third World would not receive antiretroviral treatment anyway, so the investigators are simply observing what would happen to the subjects' infants if there were no study."[4](#n4){ref-type="fn"} Hence, for Angell, it was necessary a "commitment to the highest ethical standards, no matter where the research is conducted, and sponsoring agencies need to enforce those standards, not undercut them."[5](#n5){ref-type="fn"} Hence, "Human subjects in any part of the world should be protected by an irreducible set of ethical standards, including the requirements that they not be subjected to unreasonable risks and that they be asked for informed consent to participate."[6](#n6){ref-type="fn"}

In light of their interdisciplinary expertise, Rowthorn et al. tell us that today multiple ethical and legal violations occur not only in clinical trials but also in short-term global health experiences. The willingness to help people in disadvantaged locations that lack sufficient health services is praiseworthy, but it does not justify any disregard nor violation of already established ethical standards and requirements in medical practice. To provide care abroad, where healthcare is a scarce commodity, does not justify any involvement of students who lack appropriate training and certifications, and demands great care in examining how drugs are exported and distributed.

In their remarkable and well-documented legal and ethical analysis of short-term global health experiences, Rowthorn et al. articulated what, in ethical terms, is a vision of social justice in healthcare practice that is centered on a preferential option for those who are disadvantaged, discriminated, and marginalized, and that aims at promoting their health---their common good---in ways that are ethically and legally sound.

The common good allows the *ultimate realization of individual and social capabilities*. It aims at *individual and collective flourishing* by encompassing all social goods (i.e., spiritual, moral, relational, and material), for all human beings.[7](#n7){ref-type="fn"} In a world scarred by social, economic and political inequities, both in the Global North[8](#n8){ref-type="fn"} and in the Global South,[9](#n9){ref-type="fn"} *social justice* pursues the common good. Because it depends on human dignity, the common good aims at achieving a social coexistence characterized by authentic *solidarity*, which implies the readiness to care for those who, in civil society, have greater needs and are less advantaged.

Concretely, first, medical missions abroad should be part of the ongoing *local dynamisms* aimed at implementing and strengthening local healthcare resources. Second, the *agenda of health priorities* that the health mission will fulfill should be set by the local communities, with their leaders, healthcare practitioners, and institutions. To avoid paternalistic, colonial, and imperialistic approaches, and to foster a collaborative interaction based on equality and mutuality, the local empowerment is indispensable. Third, the health missions should fit harmoniously within a more *comprehensive promotion of health*. On the one hand, follow-up and continuity should be assured. On the other hand, health is not an isolated good. It depends on many social determinants that positively strengthen health in specific contexts (e.g., education, jobs, social infrastructures---from sanitation to roads---food quality and availability, environmental quality). Fourth, *critical evaluation and assessment* of each health mission should lead to further planning. The goal is to accompany the local communities, neither replacing them, not even for the very short length of medical missions, nor abandoning them to their own fate after the health mission ended.

"Not above the law" and for the common good: the health of many people across the planet demands such an inclusive and ambitious commitment.
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